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Abstract
Low self-esteem has often been a term synonymous with 
powerlessness, and powerlessness has been identified as 
a health risk. Many homeless girls have experienced a 
high incidence of physical and emotional health problems. 
This quasi-experimental study examined the interventions 
intended to improve self-esteem in homeless adolescent 
girls. The interventions were designed to improve 
knowledge, skills and self-awareness in order to better 
equip them for self-care. The nursing theory upon which 
these interventions were founded was Orem's Self-Care 
Deficit Theory. The interdisciplinary approach to the 
problem was determined by an assessment of self-care 
deficits. Interventions were categorized by Orem's (1991) 
"methods of assisting: acting or doing for; guiding; 
teaching; supporting; and providing a developmental 
environment"(p.6). The researcher hypothesized that after 
a four week stay at Covenant House New Orleans, and 
participation in empowerment interventions, adolescent 
girls would have higher self-esteem scores than at the 
time of intake. Participants were given a pre-test 
consisting of the Rosenberg Self-Esteem Scale (RSES) and 
a researcher-designed questionnaire about their self
iii
concepts. The post-test was the same test with the addition 
of a listing of programs offered at the shelter for them 
to rate in terms of helpfulness. RSES scores were analyzed 
using the dependent t-test statistic while additional 
information was analyzed descriptively. Since ;t(18)=-1.2, 
p=.12, the researcher failed to reject the null-hypothesis. 
However, descriptive analysis of open-ended questions did 
suggest improvements in subjects' self-concept after the 
interventions. Additional findings were perhaps more 
helpful in terms of understanding self-esteem in homeless 
adolescent females. Because many subjects scored high on 
the initial pre-test RSES, and because most of them were 
parenting, the researcher suggests that parenting teens 
gain self-esteem from taking care of their children. Other 
findings comparing the group who dropped out of the study 
with the study group who stayed for the interventions 
supported the concept that the youth who leave may be 
the most at-risk group. The implication for nursing is 
to establish an outreach effort to follow the youth after 
they leave the shelter. Recommendations for future research 
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Powerlessness as a health risk for homeless adolescents 
has been well documented (Sherman, 1992; Wallerstein, 1992). 
Educators have viewed self-esteem and powerlessness as 
synonymous, and developed curricula to break the cycle 
of powerlessness by enhancing self-esteem (Studstill, 1985). 
Interventions developed by Covenant House which address 
this phenomenon have been in existence for twenty years.
The goal of the Covenant House program has been to empower 
youth in an attempt to prepare them for independent living. 
Although the program and its accomplishments have been 
reported in the media, no formal research has been conducted 
to delineate the impact of the program on empowerment of 
adolescents. Specific causes of adolescent homelessness 
and their sequela have been explored by several researchers 
over the years (Janus, Burgess, McCormack, 1987; Sherman,
1992).
Establishment of the Problem
The two most common reasons for adolescent homelessness 
were that the parent no longer wanted the youth at home, 
or that the youth ran away from an abusive and dangerous 
situation to find a safer place (Sherman, 1992). When
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the parent was confronted with an adolescent with children 
who strained the family's resources, the adolescent was 
often pushed out of the home to set up her or his own 
household and to assume the responsibilities of parenthood. 
With neither financial or personal resources, these youth 
became homeless and many appeared at a shelter on their 
eighteenth birthday (Covenant House, 1992).
In the family settings that were dangerous, the 
adolescent cited drugs and alcohol as the most common 
problem from which they had escaped and thus became homeless 
(Sherman, 1992). The safer place for many of these homeless 
adolescents was a shelter. Youth also reported sexual 
abuse as a problem in the home which had led to either 
expulsion from the home or running away.
Another reason adolescents became homeless was that 
they were taken from abusive and neglectful parents as 
children and had reached the legal age to be on their own. 
Being cared for by foster families or group homes had not 
prepared them for independent living (Covenant House, 1992). 
At this turning point, some chose to live "on the street" 
in groups. Being independent of any parental figure had 
more appeal to some youth than their safety needs, so they 
remained on the street and never sought help from 
established youth services (Covenant House, 1992).
A common characteristic of homeless adolescents was 
low self-esteem (Janus et al., 1987; Sherman, 1992;
Podschun, 1992) resulting from anger, hopelessness, and
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helplessness (Armsworth & Holoday, 1993). Low self-esteem, 
or the feelings of diminished self-worth, rendered persons 
powerless to take control over their lives (Wallerstein, 
1992). Youths' sense of worth largely came from absorbing 
the messages about themselves from their environment, which 
was a dynamic process (Rosenberg, 1986).
According to Wright (1989), homelessness itself brought 
about certain health risks in addition to the ones the 
youth had already experienced as a result of abusive home 
settings. The following examples were a few of the 
identified health problems of homeless adolescents : 
addictive behaviors with alcohol, illegal drugs and sexual 
activities (Sherman, 1992); pregnancies prior to age twenty 
at a 75% rate (Covenant House, 1992); sexually transmitted 
diseases at a rate of 40% (Sherman, 1992); HIV rates of 
4.13% (Stircof, Novick, & Kennedy, 1991); emotional 
disorders at a rate of 90% (Feitel, Margetson, Chamas,
& Lipman, 1992); and chronic ailments and diseases at a 
90% rate (Sherman, 1992).
For twenty years Covenant House has sheltered homeless 
youth and has attempted to give them the message that they 
were good and worthwhile human beings, who deserved the 
utmost respect and care. The program by which Covenant 
House attempted to help empower youth to heal themselves 
and take control of their lives used an interdisciplinary 
approach from intake to departure and after care. The 
principles by which all components of the program operated
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were immediacy, sanctuary, structure, choice and value 
communication (Covenant House, 1992). Under these 
principles youth were attended to in all aspects of physical 
and emotional needs, according to a hierarchy of needs: 
food, clothes, shelter, safety and dignity. The concept 
of sanctuary related to freedom from judgment for their 
past activities. Structure was provided in order to set 
safe and consistent boundaries, which often had been lacking 
in their previous experiences. Choice was an important 
concept in the empowerment process and was given to the 
youth when their safety and that of the Covenant House 
community were not jeopardized. Lastly, the 
interdisciplinary team modeled a high regard for human 
life by working with youth in a respectful manner in 
teaching, guiding and encouraging them to grow (Covenant 
House, 1992).
Specific interventions in the Covenant House program 
after the intake phase were health care, health education, 
parenting education and support, addiction management, 
educational and vocational training, life skills training, 
job readiness and retention training, job opportunities, 
therapeutic groups and individual counseling, recreation 
and group outings, pastoral care, rewards and consequences, 
and encouragement to continue to try again no matter how 
many setbacks.
Theoretical Framework
The concepts of empowerment as a health promoter and
powerlessness and low self-esteem as predictors of health
risk have been the foundation for this work. The nursing
theoretical framework which guided this work was Orem's
(1991) Self-care Deficit Theory. Self-care implies
empowerment and taking control of one's life. Self-care
deficit implies a lack of control of one's outcomes in
many aspects, especially where health risks are concerned.
In Orem's theory, the "nursing system, like other
systems for the provision of personal services, has been
determined to be the product of relations between persons
belonging to different sets: patient and nurse" (Orem,
1991), or homeless youth and interdisciplinary team. Orem
defined a nursing agency as
the characteristic of a trained nurse which is enabled 
when exercised for knowing and helping others know 
their therapeutic self-care demands, for helping others 
meet these demands or regulate the exercise or 
development of their self-care or their dependent 
care. (p. 62)
Orem's theory related to the process of empowerment at
Covenant House in the following manner: relationship was
primary in the therapeutic environment; relationships
were formed for the purpose of assisting youth to know
their true value and their true needs and to impart
knowledge and guidance in the attainment of their self-care
goals to the extent of youths' capabilities. The measures
of care required by homeless girls, in order to take control
of their lives and maintain and promote health, growth
and general well-being, determined the level of staff
intervention.
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Significance to Nursing Science
No research was identified which evaluated homeless 
adolescent programs in terms of effect on the youth they 
served. More specifically, there were no studies identified 
for improving the self-esteem of homeless adolescent girls. 
Thus, this research is significant to nursing science 
because nurses and in particular, nurse practitioners are 
involved in providing health care to the ever growing 
population of homeless adolescents.
Further, the provision of health care is a pivotal 
component of the total delivery system of youth and runaway 
services. Nursing has a professional leadership role on 
the interdisciplinary teams of agencies serving homeless 
youth. Homeless adolescent girls exhibit health risks 
that are specifically linked to the problem of low 
self-esteem and the feeling of powerlessness. Because 
the primary function of nurse practitioners is health 
promotion and disease prevention, empowering clients as 
a primary health care provider is tantamount to impacting 
a person's ability to make health choices, which leads 
to overall decreased health risks.
Orem (1991) referred to the concept of health as both 
an outcome state and a factor that influences an 
individual's ability to engage in self-care. Homelessness, 
powerlessness, and low self-esteem negatively influence 
adolescents* health and well-being. The improvement of 
their health outcomes is dependent on their ability to
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make life-affirming choices for themselves. This researcher 
believed that Orem's methods of helping were employed at 
the agency studied in this work in order to empower homeless 
adolescents. These methods were (1) acting or doing for 
another, (2) guiding another, (3) supporting another 
(physically or psychologically), (4) providing a 
developmental environment, and (5) teaching another (Orem, 
1991).
Assumptions
The following assumptions guided this study:
1. Homeless adolescent girls had low self-esteem as 
a result of maltreatment.
2. Self-esteem could be measured by measuring global 
self-esteem.
3. Self-esteem is a measurement of empowerment. 
Statement of the Problem
A characteristic of homeless adolescents is a sense 
of low self-esteem or worthlessness, caused by the events 
that led them to their homeless state. This sense of 
diminished self-worth has made them more at risk for health 
and social problems because of their impaired ability to 
make good choices for themselves. Agencies which exist 
to serve homeless adolescents need to incorporate 
interventions into their programs which increase the youths' 
self-esteem, by empowering them with skills, knowledge 
and self-awareness. These agencies should be evaluated 
using the criteria of enhanced self-esteem in the youth
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who receive their services. Also, input into program 
effectiveness should be directly obtained from the youth 
who participate in the programs.
Purpose of the Study
The purpose of this research was to evaluate the 
interventions of an interdisciplinary team in such a 
program. This was accomplished by comparing self-esteem 
indicators in the study sample before and after the 
empowerment interventions, and by analyzing the results 
of program ratings in terms of helpfulness to the youth 
who participated.
Research Questions
The following questions guided this study:
1. Is there a difference in self-esteem in homeless 
adolescent girls before and after a month of empowerment 
interventions of an interdisciplinary team?
2. Which aspects of the intervention program do 
homeless adolescent girls find the most and the least 
helpful?
Definition of Terms
Self-esteem: A sense of worth as measured on the
Rosenberg Self-Esteem Scale.
Homeless : Being without a safe place to live and
presenting for intake at Covenant House New Orleans.
Adolescent : Female youth between the ages of 18 and
21 years.
Empowerment: Assuming control and mastery over ones*
life, to have a sense of control and purposefulness, to 
exert political power (Wallerstein, 1992). To be empowered 
also meant to have self respect, worth and satisfaction 
with oneself : to have self-esteem (Rosenberg,1985).
Interventions : Services rendered to the adolescent
homeless youth by the different disciplines which imparted 
knowledge, skills, and self-awareness in order to equip 
them for self-care. These services were delivered in a 
manner dictated by the mission statement which promoted 
absolute respect and the principles of open intake, 
sanctuary, choice, immediacy, value communication and 
structure (Covenant House, 1992).
Interdisciplinary team; Staff at Covenant House 
representing the disciplines of nursing, psychiatry, 
psychology, social work, youth specialists, substance abuse 
counseling, pastoral ministry, education, employment 
counseling and recreation therapy.
Helpful: Improvement in knowledge, skills, and
self-awareness, or any aspect of her life for which she 
perceived a lack of control; an increase in sense of 
self-worth, which was imparted by the interventions.
Summary
Improving the self-esteem of homeless adolescent girls 
was the focus of this research. Homeless adolescent girls 
had a multitude of problems as a consequence of their 
maltreatment in the past. In order for these youth to lessen 
risk behaviors which resulted in part from their lack of
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self-worth. Covenant House has attempted to provide an 
atmosphere where their lives were improved. The 
interventions of the interdisciplinary team at Covenant 
House operated within the framework of Orem * s theory of 
helping . It was this set of interventions which provided 
the means by which self-esteem was evaluated.
The following chapter outlines the current research 
relating to adolescent homeless. The lack of research 
on improving self-esteem in homeless adolescent girls makes 
this study particularly important.
Chapter three details the interventions of the 
interdisciplinary team and shows how the data were 
collected.
Chapter four presents the results of the data analysis 
and lastly chapter five depicts conclusions based on 
findings.
Chapter II 
Review of the Literature
In this selected review of the literature, no studies 
on self-esteem and homeless adolescent females were found. 
However, there have been studies on related topics which 
supported this research. The following discussion is a 
summary of these findings,
Sherman (1992) collected health information on the 
homeless population served at three primary care clinics 
to determine health care needs. These clinics provided 
health services to street youth, ages 10 to 18 years in 
San Francisco. The clinics were administered by public 
funds from state and local health departments. Two of 
the clinics, the Larkin Street Youth Center and Huckleberry 
House were located in community based organizations serving 
youth, and one was located in the Youth Guidance Center, 
the juvenile detention center.
The study sample of 214 youth were given complete 
histories and physicals by registered nurses, nurse 
practitioners, and physicians at the various sites over 
a 6 month period from June 1 to November 30, 1990. All 
subjects were homeless. The youth who presented themselves 
for episodic care were those who were not interested in
11
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the full health assessment and who may have been at highest 
risk for acute problems. However, complete information 
could not be obtained. On the other hand, the youth assessed 
at the Youth Guidance Center had very high risk behaviors 
and may have supplied a representative sample of the more 
elusive street youth.
Results of the Sherman (1992) study provided the basis 
for a profile of homeless youth. Over 75% had significant 
family conflict. Seventy percent of the youth had 
experienced recent life changes such as death in the family, 
divorce of parents, or change of residence. Of those 
studied, 36.5% had experienced physical abuse. With regard 
to experiencing sexual abuse, 30.5% reported affirmatively. 
Of the sample, 40% had a history of sexually transmitted 
diseases. A total of 90% were sexually active, with the 
first activity averaging at 13 years of age.
On the question of sexual preference, most youth,
84.3%, considered themselves to be heterosexual, while 
8.6% said they were bisexual or gay. In the study, 11% 
were not sure of their sexual identity. Only 39.9% stated 
that they used condoms for heterosexual sex, while 55.2% 
reported that they used condoms for anal sex. About one 
third of the youth reported serious illness or injury. 
Adolescents who had positive tests for sexually transmitted 
diseases were twice as likely to have reported sexual abuse, 
with 28% reporting that they had traded sex for money.
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A significant finding was that 13.3% had reported 
psychiatric hospitalizations. About half of the respondents 
had been treated for psychological problems. Of these, 
two thirds were female and the rest were male. Of the 
youth reporting sexual abuse, 71.2% reported psychiatric 
treatment or counseling. Additionally, those youth 
reporting depression and sadness had more medical problems. 
It was further reported that 42% of all the youth had either 
tried or thought about hurting themselves. Sixty-six per 
cent of those reporting sexual abuse had tried to hurt 
themselves as compared to 33% who were not sexually abused. 
Lastly, substance abuse was reported by 68.7%.
Sherman (1992) concluded that there was evidence of 
a high incidence of physical and psychological health 
problems among the participating homeless adolescents. 
Sherman recommended that an attempt to survey the more 
elusive street youth be made and that this study be 
replicated in other parts of the country.
Another study of homeless youth was done by Janus 
et al. (1987). He studied sexual victimization of 89 
Canadian male runaways at Covenant House Toronto. The 
age range was 15 to 20 with a mean age of 18.1 years, with 
a majority (78%) of white respondents. A survey was 
conducted using a self-report instrument given to consenting 
participants at the shelter. The instrument consisted 
of the Peirs-Harris Self-Concept scale and a tool developed 
by the Langley Porter Institute to measure stress, coping
14
behavior and life events. The youth were self-referred 
to the program and could leave at any time. Therefore,
an in-depth probe of the abuse could not be done because
debriefing could not be guaranteed. The depth of the 
reporting was limited to three questions regarding 
involuntary sexual activity. The collection of data took 
place through the summer of 1984.
Janus et al. (1987) found a very high incidence (38%)
of sexual abuse. Physical abuse was reported by 71.5% 
of the respondents, indicating that many experienced both 
forms of abuse. Both sexually and non-sexually abused youth 
showed characteristics common to runaways in general. These 
characteristics paralleled those described by Mouzakitis 
(1984), which included family conflict, delinquency, 
depression, stress, low self-esteem and physical and sexual 
abuse. Janus et al. (1987) further reported that male 
runaways experienced a high percentage of avoident behaviors 
such as blocking out feelings regarding the event. Also, 
they avoided people who reminded them about the event, 
as well as most interpersonal relationships in general. 
Twenty-four per cent of the abused males reported that 
their fathers had died as compared with the 9.1% 
non-sexually abused males whose fathers had died. This 
finding pointed to the phenomenon that sexual abuse happened 
more in step families than in natural families.
Janus et al. (1987) concluded that the task of runaway 
shelters was more complicated than previously believed.
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He concluded that developmental deficits caused by running 
away and by the abuses required long term treatment before 
a complex developmental task such as independent living 
could be accomplished. Janus et al. (1987) also suggested 
that further research into the nature of the abuse be 
done that could not be accomplished by their research.
Similar to the research into abuse of homeless 
adolescents was another study by Feitel et al. (1992).
One hundred fifty clients of Covenant House New York were 
interviewed to obtain information about their backgrounds 
and the incidence of behavioral and emotional disorders. 
During the period of July 1990 to February 1991, 
approximately 2500 youths were seen for intake and were 
given shelter at Covenant House for an average stay of 
about ten days. Respondents were recruited randomly by 
computer. Prospective subjects were told that the findings 
could lead to program reform.
The two instruments used for the study were an agency 
designed demographic data sheet, and the Diagnostic 
Interview for Children and Adolescents-Revised 
(DICA-RA). Most of the interviews were conducted by the 
principle investigator, a clinical psychologist, and the 
rest by trained research shelter staff.
The results of the background data showed that 75% 
of the respondents would not return home under any 
circumstances, and that 40% had no one they could call 
on for help, even in a dire emergency. About half had been
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hospitalized for physical illness with another 37% receiving 
outpatient psychiatric treatment, while 20% had received 
inpatient treatment. Based on the DICA-RA, seventy-two 
percent of the youngsters reported an extremely disruptive 
household. Fifty-two percent of the girls and 21% of the 
boys reported being molested as young children. The 
following emotional and behavioral disorders were found 
in the sample: substance abuse (41.3%), conduct disorders 
(59.3%), major affective disorders (49.3%), manic episodes 
(52%), dysthymic disorders (37.3%), and post-traumatic 
stress disorders (31.8%). Depressive symptoms were also 
recorded for the youth in the study. The results were 
reported as follows: sadness (75.6%), appetite disturbance 
(70%), worthlessness (56%), suicidal ideation (41.3%), 
and attempted suicide (27%). Being beaten, having a child, 
or being sexually molested was highly associated with 
suicide attempts in this group of youngsters. The 
researchers found that most of the sample had never 
experienced the influence of a stable, caring adult. When 
asked to account for good feelings, many respondents 
referred to being in love, a finding that the researchers 
related to the high incidence of pregnancy within this 
group. The researchers gave a staggering prognosis for 
the sample, based on conduct disorders: lower-paying jobs 
and higher rates of unemployment as adults, as well as 
less education, lower IQ's and reading ability. The 
researchers suggested that conditions be addressed by youth
17
advocates to change the environments responsible for such 
pathology.
With regard to establishing the other health risks 
that are associated with homelessness, the following study 
was identified. From 1988 to 1991 four Covenant Houses 
in the United States (Florida, Louisiana, Texas, New York) 
took part in a blinded seroprevalent study conducted by 
the New York State Health Department for the Center for 
Disease Control.
In this study, 956 samples of serum from syphilis 
blood tests were sent to the New York State Health 
Department from the Louisiana site. The results were 
published at the June 1991 International AIDS Conference 
in San Francisco (Stricof et al., 1991). This study showed 
that 2.28% of the serum from a total of 956 samples from 
youth at Covenant House New Orleans tested positive for 
HIV. The national seroprevalent rate according to the 
Center for Disease Control was .4%. By comparison, the 
homeless youth studied had a rate of infection with HIV 
that was 6 times the national average.
Addressing health issues of homeless youth and children 
was a study by Wright (1989). The research was supported 
by a grant from the Robert Wood Johnson Foundation. Data 
from 19 cities which had health care clinics for homeless 
persons were collected from chart reviews by registered 
nurses. Nearly a hundred thousand homeless and destitute 
persons received care at these sites during the years from
18
1985 to 1987. The Social and Demographic Research Institute 
of the University of Massachusetts tabulated and analyzed 
the data, comparing the findings with that of the National 
Ambulatory Medical Care Survey of 1985 (N=72,000).
The findings indicated that homeless persons were 
sicker, more often and for longer periods of time, than 
non-homeless and affluent persons. Homeless youth and 
children over-utilized emergency room services and 
under-utilized preventive health services. Most disorders 
of homeless young adults 16 to 24 years were at least twice 
as common as for youth in general. Wright's (1989) findings 
were typical of other studies of health care needs of 
homeless, with one exception, that homelessness and poverty 
were the single most contributing factors for ill health.
He found that homelessness and extreme poverty were closely 
linked and that "poverty is not healthy for children and 
other living things " (p.6) because of inadequate access 
to appropriate health care. Wright (1989) concluded that 
the "only ultimate, long-term solution is to be found in 
prevention of homelessness" (p. 6).
Lastly, a study about ego-identity development 
supported the hypothesis that a short-term intervention 
program would impact self-concept. Markstrom-Adams, Ascione, 
Braegger and Adams (1993) studied 50 randomly chosen youth 
ages 18 to 21 years with two experimental groups and one 
control group. The goal was to enhance the experimental 
groups' skills needed to acquire internal locus of control
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and cognitive and ego development, active identity formation 
such as searching, choice and commitment versus the 
acceptance of others' choices and expectations. The 
intervention included 8 sessions over 4 weeks of writing 
exercises and small group discussions using Selman's three 
highest levels of social perspective taking, exploring 
differences between the self and others. Pre- and post­
tests were given to experimental groups and the control 
group to rule out maturation as a factor for improvement.
The sample subjects were between the ages 18 to 21 
years, predominantly middle-class and Mormon, both male 
and female, with the groups being randomly assigned. The 
pre- and post-tests consisted of the Extended Objective 
Measure of Ego-Identity Status instrument (EOM-EIS) for 
both the experimental and control groups. The basic 
hypothesis was that experimental subjects would manifest 
greater advancement in identity formation than either the 
engaged control group or the maturation group. Analyses 
of covariance were conducted on the data from both studies 
with pre-test scores serving as covariates. Markstrom-Adams, 
et al. (1993) concluded that for college-aged subjects, 
perspective-taking training strengthens identity formation.
No other study that this researcher could find shows 
that self-esteem in homeless adolescent girls could be 
improved, but the obtainable research supports that such 
an endeavor is important. This researcher has cited these 
particular studies to illustrate two important aspects
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of the present research: 1) that homeless youth have 
substantial health problems and 2) that linked with these 
physical problems are psychological ones which resulted 
from maltreatment. The psychological profiles of homeless 
youth, as seen repeatedly in these studies, include the 
phenomena of feeling worthless and the inability to 




The impact of an interdisciplinary team's intervention 
on the self-esteem of homeless adolescents was the purpose 
of this research endeavor. The perceived level of self­
esteem was determined by the differences noted in the 
youth's pre-test and post-test scores using the Rosenberg 
Self-Esteem Scale (RSES). The process of empiricalization 
is described in this chapter, including methodology and 
the analysis of the data.
Design of the Study
A quasi-experimental, one group, pre-test/post-test 
design was used because subjects could not be randomly 
chosen to receive intervention, that is, all youth at the 
shelter had to be given the same treatment. However, 
manipulation of the independent variable (the intervention) 
was a way "to introduce some controls over extraneous 
variables when full experimental control is lacking" (Polit 
& Hungler, 1991, p. 167). In this study the group examined 
consisted of youth who had completed the four week 
intervention program and who had agreed to participate 





The variable of interest was the measure of self-esteem 
in the homeless adolescent girls as impacted by the 
intervention of the interdisciplinary team. Controlled 
variables included age (only 18 to 21 years), sex (only 
female residents), length of time in the shelter at initial 
testing (only youth in the shelter less than 48 hours), 
length of program involvement (youth who did not complete 
four consecutive weeks of interventions were excluded), 
program component (transitional housing and shelter-care 
residents were excluded. Only youth in the short term, 
thirty day program were eligible for the study).
Limitations of Methodology
The following design limitations should be considered.
1. The youth completing the four week program may 
not be representative of the homeless female adolescent 
population. The sample size was small, thus lessening the 
probability of obtaining a significant result.
2. Although all intervening staff were trained 
specifically in the philosophy of the organization, 
differences of individual staff as they related to youth 
could have altered the interventions.
Setting, Population, and Sample
The setting for this study was an adolescent homeless 
shelter in New Orleans, Louisiana. This shelter was one 
of a chain of shelters located in the United States, Canada, 
and Central America known as Covenant House. They serve
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homeless youth up to the age of twenty-one, and their
children. Part of the Mission Statement of the organization
by which all staff commit to work is as follows:
We who recognize God's providence and fidelity to 
His people, are dedicated to living out His covenant 
among ourselves and those children we serve, with 
absolute respect and unconditional love. That 
commitment calls us to serve the suffering children 
of the street, and to protect and safeguard all 
children. (Covenant House, 1992, p.2)
The shelter had three residential components : Shelter 
care for youth who wish only limited services (for a shower, 
a meal, clothing and/or a safe place to sleep for a night); 
Short-term Residential Care (for crisis de-escalation, 
case management and full services on a short-term basis,
i.e., one to six months); and transitional housing (for 
those services included in the short-term care but on a 
long term basis,i.e. six to eighteen months).
The policy of "Open Intake" has been the unifying 
principle of all three residential programs. "No youth 
is turned away in first coming to the shelter, but is 
accepted regardless of circumstances" (Covenant House,
1992, p.2).
The program interventions were guided by five 
principles called "the Covenant Process". These principles 
included Immediacy, Sanctuary, Value Communication, 
Structure, and Choice. An explanation of the principles 
gives insight into the training of the staff at the shelter. 
Immediacy referred to the youth's immediate needs
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of food, clothing, medical attention and shelter which 
were provided twenty-four hours a day, seven days a week. 
Sanctuary dictated that the shelter extend services in 
an environment that was safe, clean, and beautiful; the 
shelter also protected homeless youth from "the dangers 
of the street and helped them overcome negative stereotypes 
about themselves" (Covenant House, 1992, p.2). The 
principle of Value Communication promoted an atmosphere 
of self-respect and dignity. Alternatives to negative 
behavior were shown by example between staff and toward 
youth. Structure meant that the shelter provided order 
and accountability. Case reviews and supervision inspired 
mutual accountability toward achieving objectives. Lastly, 
under the principle of Choice, the shelter provided 
alternatives to street life and youth were asked to seek 
a healthier and more independent lifestyle. When a youth's 
choice was negative behavior, he/she had to leave the 
program and return when he/she wished to try again. There 
were no limits to the number of times a young person could 
return to the shelter.
The shelter usually housed an average of 70 youth 
and children, but accommodated more when necessary. The 
average length of stay was three weeks ; however, many youth 
stayed several months. In one year two thousand different 
youth had been sheltered. SeIf-referral was the mode of 
access, by either calling the toll-free phone line known 
as "The Nine Line", 1-800-999-9999, or by walking in and
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requesting services.
A paid staff of seventy and a volunteer staff of over 
one hundred staffed the agency. Volunteers and staff 
underwent extensive screening and training in order to 
work with the youth. Training consisted of three months 
of on-the-job orientation to the Mission and principles 
given by program directors, and specialized training in 
crisis intervention and adolescent behavioral psychology, 
offered by psychiatrists and psychologists and social 
workers.
The population of youth at the shelter were grouped 
in five categories. First, there were those youth who 
were members of homeless families. Second, there were 
those youth who had left home to escape physical, sexual 
and emotional abuse. A third group of homeless youth were 
"pushed out" (Covenant House,1992, p.9) by parents or 
guardians. The fourth group of youth were those who had 
been placed in state's custody because of early abuse and/or 
neglect and who had run from unsuitable settings. Some
had reached the age of eighteen and had chosen to be
released from custody but found themselves ill-prepared 
for independent living. The last group of homeless youth
who came to the shelter were members of minority groups
who had immigrated to the United States and had found that 
in a very structured society, immigrant papers were 
necessary to obtain work. They were unable to work legally 
or provide for their basic needs (Covenant House, 1992).
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The sample in the study was homeless adolescent females 
from ages eighteen to twenty-one years who stayed in the 
short term residence for four consecutive weeks during 
the months of March through June of 1994, and who consented 
to participate in the study. Because many youth did not 
stay a consecutive four week period, the sample size was 
limited to the first 18 who completed the program over 
the given space of time allowed for the study.
Method of Data Collection
The accessibility of the sample to the researcher 
was facilitated by the fact that this researcher had been 
employed at the shelter for over four years and had 
conducted research for the agency in the past. Permission 
was obtained from the director to use the shelter's clients 
as long as the principles of the agency were safeguarded 
in the procedures of the research (Appendix A). The second 
safeguard for the subjects was ensured by approval of the 
project by the Committee on Human Subjects in 
Experimentation at Mississippi University for Women 
(Appendix B). The third safeguard of human rights was 
a Cover and Consent Letter (Appendix C) explaining the 
study which was given to each female client. The clients 
were informed in the letter that information would be held 
in confidence, and that care at Covenant House would not 
be affected. Additionally, clients were told in the letter 
that completion of the survey implied consent, and clients 
signed the letter giving written consent.
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All youth coming into the shelter were given 
appointments for health assessments and medical care within 
forty-eight hours of intake. Therefore all female clients 
between eighteen and twenty-one were asked to read the 
survey while in the waiting area of the clinic prior to 
their health assessments. If anyone chose not to 
participate, the health assessment proceeded in the same 
fashion as for those who consented. Four weeks after the 
subject answered the questionnaire, the daily census was 
obtained. If the youth was still present in the shelter, 
the post-test questionnaire was then administered. After 
the data were analyzed, the questionnaires were placed 
in the youths* medical records as promised, and remained 
part of their confidential files in Health Services. 
Instrumentation
The questionnaire included the Cover and Consent Letter 
(Appendix C), which explained that confidentiality was 
preserved, and that the information served two purposes :
1) to assist the nurses in Health Services in understanding 
their needs; 2) to improve the program according to input 
obtained in the post-test.
The Rosenberg Self-Esteem Scale, (RSES, Appendix D) 
and a Health Service Questionnaire (Appendix E) with 
demographic and open-ended questions about self-perceptions 
comprised the pretest. The post-test included the RSES 
as well as a Program Rating Questionnaire (Appendix F), 
listing of programs at the shelter for the youth to rate
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in terms of helpfulness. Demographic and open-ended 
questions were also asked again in the post-test to compare 
differences.
The Rosenberg Self-Esteem Scale was a ten item 
questionnaire with answers on a Guttman Scale Continuum 
from strongly agree to strongly disagree (Rosenberg, 1986). 
Construct validity has been examined for conformity with 
theoretical expectations (Rosenberg, 1986). The convergent 
and discriminant validities of the scale were also examined 
by other researchers and found to be adequate, r = .83 
(Rosenberg, 1986).
The reproducibility and scalability coefficients 
suggest that items have internal reliability, r = .85.
Also, because the scale was tested on high school seniors 
and college students (Rosenberg, 1986), it is applicable 
to the youth tested at the shelter.
The scoring of the Self-Esteem Scale was as follows :
Out of a possible forty points (which indicated high self 
esteem) 10 to 20 indicated very low self-esteem and 30 
to 40 indicated high self-esteem (Vadee, 1992).
The researcher-designed questionnaire consisted of 
demographic data and six open ended questions about self- 
concept, goals, barriers, support systems, desire to share 
with others, and their perceptions of what increased self­
esteem. The demographic questions related to length of 
homelessness, number of times in shelter, parity and number 
of children.
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The third part of the tool listed 18 interventions 
of the program with a Likert rating scale in order to 
identify which interventions the subjects found most and 
least helpful. This questionnaire was only on the post­
test.
Procedures
Since the intervention program was the basis for this 
study, a detailed outline of the process follows.
Phase I; Establishing A Covenant Relationship.
1. Welcome statement and assessment of immediate needs.
2. Provision of concrete services (food, clothes, 
showers, medical care).
3. Completion of primary assessment. This included 
a mental status exam and ascertaining the reason for 
homelessness which might include abuse and neglect issues. 
Child Protection or Child Abuse Police Units were called 
at this time if indicated.
Phase II; Consideration of Intervention Plan.
1. Youth were then brought to the residence (girls* 
floor or boys * floor) and introduced to staff. Intake 
workers made the floor staff aware of the youth * s situation 
verbally and in writing on the youth * s record. Pertinent 
information was entered into the electronic information 
system which is on line with all the of the agency shelters 
in the United States.
2. Forty-eight hours were set aside for health 
screenings and relationship building with youth by staff.
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Educational and vocational testing was done at the 
educational building known as the Covenant House Community 
Service Center. During this time, the parenting specialist 
met with each parent and child to assess their parenting 
skill level and to find out about the children's particular 
needs and how they may best be served at the shelter. 
Lastly, after forty-eight hours, the addiction management 
team member met with each youth to assess the need for 
any addiction management- whether an eating disorder, 
codependency or chemical addiction. The following is a 
description of the manner in which the individual 
assessments were done.
Youth were sent to the on-site clinic for appointments 
for health assessments. They were greeted by the nurse 
and told about the study. Those who wished to participate 
were given the questionnaire. Then the youth with and 
without children were escorted into the exam room where 
the nature of the health assessment was explained. 
Confidentiality was stressed in order to encourage honesty 
by the youth. The reason for the health assessment was 
to find out if she had any concerns about her health and 
to address those needs, and secondly to do tuberculosis 
screening required by the health department. All invasive 
procedures were offered only if the youth permitted, after 
health education on pertinent issues was given. Health, 
psychological, substance abuse and HIV risk histories were 
obtained and a physical exam was done; some physicals
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involved pelvic exams with cultures and pap smears at the 
request of the clients. Routine blood work was done if 
the youth did not object: RPR, Hepatitis B, Rubella, HCG
and HIV (per written consent). Pregnant clients were tested 
additionally for antibodies, blood type and RH, and CBC; 
fetal heart tones and fundal heights were measured.
Often the exams took over an hour because histories 
of physical and sexual abuse would surface and the youth 
needed help to process the traumatic experiences. Efforts 
were made by the nurses to attend to all of the concerns 
which the youth voiced. Therefore referrals to dentists, 
eye doctors, pediatricians, gynecologists, emergency rooms, 
etc. were made at this time and a record of these referrals 
communicated to the floor staff by way of the form "Health 
Service Plan". The youth was given an appointment for 
a return visit for lab results. Lastly, any treatments, 
such as remedies for minor ailments were given during this 
visit.
Children were given thorough physicals as well; 
however, no blood work was obtained. Shot records were 
reviewed and immunizations were updated if needed. Also, 
developmental testing, hearing and vision screenings were 
done during the initial visit.
All of the other assessments done by team members 
were completed in a thorough, non-judgemental, and 
confidential manner as in the health assessment.
After the team members had all met with the youth.
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that is, nurses, education, vocational, life skills, 
substance abuse, and family life specialists as well as 
case managers, a case review was held to pool information, 
and develop a realistic case plan. The case plan took 
into consideration the youth's strengths and aspirations 
and limitations.
The suggestions of the team were presented to the 
youth who could accept or alter them. The youth and staff 
agreed in writing to a plan of action. After a week of 
implementation of the case plan, the second case review 
was held to chart the youth's progress.
The case plans could follow one of several tracks 
or combinations of several tracks. For example, parenting 
youth could receive two weeks of daily parenting, child 
health classes, therapeutic group interaction with 
specialized therapists, structured play with their children 
and outings focused on enhancing bonding. If a parent 
had an addiction problem, the two week addiction management 
schedule was interwoven with the parenting schedule. The 
addiction management schedule was an hour by hour schedule 
of group meetings, book study, chores, life skills classes, 
education enhancement classes, and group outings for 
recreation and Alcoholics or Narcotics Anonymous (AA or 
NA) meetings in the community at large.
Phase III: Independent Living Preparation Phase.
The purpose of this phase was to focus on the 
achievable goals that prepared the youth for living on
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their own. During this time, a permanent solution to their 
homeless state was sought. Depending on their desire to 
be referred to the transitional housing component of the 
shelter, or their desire to live in the community at large 
in public housing or to work toward obtaining housing on 
their own, all efforts were thus guided.
Attention was given to educational upgrading and job 
readiness. The employment specialist gave individual 
training in skills such as filling out applications, proper 
attire, and job retention. Youth were matched with job 
openings and encouraged to apply. Upon successfully 
obtaining employment, the youth were treated to a meal 
at a local restaurant and inducted as a member of the "Job 
Club".
Youth who achieved their goal, whether sobriety, better 
parenting, educational accomplishment, or job attainment 
and retention were given special recognition by the staff 
by way of privileges and positive feedback. This phase 
was often extended beyond thirty days, until the youth 
had secured housing or saved up enough money to live 
independently.
Phase IV; Departure Phase.
This phase was meant to ensure a smooth transition 
from the shelter to their next residence. During this 
phase, the youth were given an "after care" case manager 
to help them continue progress in their endeavors to be 
independent. Many times youth left the program prior to
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the attainment of their goals but returned to start the 
process over again. Until the youth reached the age of 
twenty-one, the process could be started again and again. 
After-care clients could receive case management services 
until the age of 23. The post-test was given after 4 weeks, 
usually between the Independent Living Preparation Phase 
and the Departure Phase, depending on the progress of the 
youth.
One intervention not previously mentioned, but which 
could be effected at any phase was "Family Preservation". 
Family counselors on-site brought youth and family members 
together for the purpose of family reunification. Most 
youth did not have this option, but the few who still had 
local, willing parents did take part in family sessions. 
Parents who participated usually became a resource for 
the youth once again.
Data Analysis
After a consecutive four-week stay at the Covenant 
House shelter, the post-test was given and self-esteem 
scores (the Rosenberg Self-Esteem Scale) were compared 
with scores from the pre-test. Differences in self-esteem 
scores were analyzed using a dependent jt-test. Dependent 
t-tests measure differences between the means of two related 
groups or sets of scores for interval or ratio data (Polit 
and Hungler, 1991, p. 450) and thus were applicable for 
this data. The level of significance was set at 0.05.
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The information gained by the rating of program 
components was reported in terms of the four most helpful 
and the four least helpful components. Lastly, descriptive 
statistics were utilized for the analysis of the open-ended 
questions and were reported in terms of percentages.
Pilot Study
In November 1993, eleven female residents of Covenant 
House consented to take the pre-test in order for the 
researcher to check for readability, time allotment, 
acceptability of the questions, and accuracy of data for 
the population. All eleven filled out the questionnaires 
without asking for clarification, taking less than 10 
minutes to complete. After scoring the tests, the range 
was from 14 to 35 with a median of 27. The youth who scored 
low, that is , less than 20, tended to have patterns of 
behavior consistent with low self-esteem. The youth who 
scored greater then 30 tended to have higher academic 
accomplishments, were more focused on completing case plans 
in order to move on to independence, and stayed longer, 
completing the four weeks. From this preliminary data, 




The purpose of this research was twofold: first, to 
examine the impact of an interdisciplinary team on the 
empowerment of homeless teenage girls, as measured by 
improved self-esteem scores and improved self-concepts 
after one month in the shelter. The second purpose of 
the study was to obtain input from the subjects with regard 
to the helpfullness of the various components of the 
program. A quasi-experimental, pre-test/post-test design 
was used to measure the former, and a Likert scale to rate 
the components of the program was used to obtain the latter 
Self-esteem was measured by the Rosenberg Self-Esteem Scale 
(RSES), as well as through the use of open-ended questions 
about the adolescents' self-concepts and goals. The 
program's effectiveness was measured with a Likert rating 
scale of the 18 program components. The findings of this 
study are presented in this chapter.
Sample
The sample size was determined by the length of time 
the researcher used to collect the data. The data were 
collected between March and June of 1994 at Covenant House 
New Orleans, an adolescent homeless shelter. Many more
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subjects agreed to participate in the study (N=40), than 
actually were able to complete the post-test (N=18). These 
18 subjects completed 30 days in the shelter and agreed 
to take the post-test. Participants ranged in age between 
18 and 21 years, with an average age of 18.89. They had 
an average of 1.1 children, with a range of 0-4. Eleven 
percent of the subjects were pregnant while 72% would have 
parented before the age of 21. Twenty-two percent did not 
know if they were pregnant at the time of the pre-test. 
Results of Data Analysis
The range of pre-test RSES scores were from 21 to 
37, and the post-test range was from 22 to 40. In both 
the pre- and post-test scores, the same number of subjects 
(10) or 55% scored 30 or above, in the high self-esteem 
range. No subjects had a pre- or post-test score of 20 
or below, in the very low self-esteem range. Sixty-seven 
percent of the subjects had higher RSES scores on the 
post-test than on the pre-test. Thirty-three percent of 
the subjects' RSES scores actually decreased on the 
post-test when compared to the pre-test.
The null hypothesis for this research was that there 
would be no significant difference in the mean self-esteem 
scores of homeless adolescent girls before and after a 
one-month intervention by an interdisciplinary team at 
the homeless shelter. The mean pre-test RSES score was 
29.39 and the mean post-test score was 30.56. These scores 
were analyzed using a dependent t test. Since jt(18)=-1.21,
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p=.12, the null hypothesis failed to be rejected. These 
data can be found in Table 1.
Table 1
A Comparison of Pre- and Post-Test RSES Scores for Homeless 
Teenagers Using a Dependent t-Test.
N M SD t
Pre-test 18 29.39 4.06
-1 .21
Post-test 18 30.56 5.43
The researcher explored the results of the program 
ratings. The subjects rated the 18 program components in 
terms of helpfullness. An analysis of responses indicated 
that there were 4 components of the program which were 
greatly helpful at an equal rate of 67%. These program 
components were the Intake Process, Health Services, Case 
Management and Individual Counseling. There were four 
programs in which many subjects did not participate and 
felt were least helpful. They were the therapeutic 
parenting group called "Foggin" (44%); the on site classes 
for the high school equivalency program G.E.D. (50%); HIV 
classes that were taught by an outside health education
39
group (39%); and CHAMP, the Covenant House Addication 
Management Program (39%).
Additional Findings
The researcher was interested in comparing the 
responses to the open-ended question of the pre- and 
post-test. A content analysis of themes yielded the 
following considerations.
Question #1. The word(s) that best describe me...
In the pre-test, 61% described themselves positively 
whereas, 78% described themselves in a positive way on 
the post-test.
Question #2. I feel best about myself when...
Both pre- and post-test answers gave 39% for personal 
achievement as being the endeavor that made them feel best 
about themselves. Twenty-two percent of subjects felt 
best when parenting as compared to 28% on the post-test. 
Seventeen percent felt best when praying as compared to 
5% after 30 days. Eleven percent felt best when retreating 
into isolation for both the pre- and post-test.
Question #3. My biggest problem in life is... 
Thirty-eight percent of pre-test answers stated that family 
problems rated the number one problem and 24% rated their 
lack of personal strength or emotional problems as their 
biggest problem. Fourteen percent stated that issues 
centered around parenting their children were their main 
problem and 14% listed financial concerns as the biggest 
problem. On the post-test, 26% rated family as the number
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one problem and 26% rated personal, emotional problems 
as first. Also on the post-test, 21% rated financial 
concerns as the primary problem, while none on the post-test 
listed chilren or parenting as a concern.
Question #4. A year from now I would like to be... 
Pre-test goals were 32% educational, 33% being in their 
own homes; 14% rated working and making a living as their 
goal. Post-test answers were similar with 35% wanting 
to be in their own homes and 34% wanting to pursue 
educational goals, while 12% wanted a career and 11% wanted 
to be financially independent. Both pre- and post-test 
answers about making a contribution to the community were 
their goal at 7% and 4% respectively.
Question #5. The person I can always count on to 
understand me is...
Pre-test answers rated God as being the one to count on 
at 33% while post-test rated God at 21%. Friends and 
relatives were rated in the pre-test at 22% and 21% in 
the post-test. In the pre-test, 11% saw no one on whom 
they could rely and 5% relied only on themselves. In the 
post-test, 5% said no one could be relied on and 9% saw 
themselves as their chief reliable source. The pre-test 
listed a parent 5% of the time whereas in the post-test 
14% listed a parent as the one who could be counted on.
In the post-test, their children were listed 4% of the 
time as being someone who could be counted on to understand 
them.
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Question #6. I make a difference in someone else's 
life when....
Seventy-two percent of the subjects in the pre-test and 
78% percent in the post-test wanted to make a difference 
in someone's life by helping them. Ten percent and 5% in 
pre- and post-tests respectively stated that they did not 
know how they would make a difference in someone's life.
In the pre-test, 11% thought that being their best selves 
could help someone else, as compared with 5% in the 
post-test. In the post-tests alone 5% wanted to be good 
parents and 5% wanted to mind their own business.
The researcher was further interested in comparing 
the study subjects (n=18) with the non-study subjects (n=22) 
who took the pre-test but were not in the shelter after 
one month, in order to analyze for similar and differing 
characteristics. For instance, the average age of the two 
groups was 18.89, and the average number of children was 
1 each. The average length of homelessness was 19 months. 
There were some differences in their self-esteem RSES 
scores. Whereas the mean pre-test self-esteem score of 
the study subjects was 29.39, the non-study subjects mean 
pre-test score was 26.9. In the non-study group there were 
only 36% who scored 3 0 or above in the RSES as compared 
with 55% who did in the study group. There were 11% pregnant 
subjects in the study group and 13.6 % in the non-study 
group. Forty-five percent of the non-study subjects did 
not know whether they were pregnant as compared to the
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22% in the study group who did not know. Seventy-five 
percent of the non-study subjects would parent before they 
were 21 as compared to 72% who were in the study group.
For length of homelessness, 39% of the study sample 
had been homeless for two or more years, as compared to 
23% in the non-study group. Twenty-two percent of the study 
sample had been homeless for one to twelve months as 
compared to 50% of the non-study group.
How the non-study group described themselves in the 
open-ended question were as follows. For Question #1, 50% 
described themselves positively, 22% did not answer the 
question, 18% gave neutral descriptions, and 14% described 
themselves negatively. In Question #2, 48% felt best with 
personal achievements; 17% felt best in relationships ;
13% felt best when making a contribution to society; 9% 
felt best while parenting. In Question #3, the problem 
that was rated number one most was lack of emotional 
maturity (32%); 23% rated homelessness as their number 
one problem, and only 9% blamed their problems on 
their families.
Question #4 about goals for the coming year yielded 
the top two goals as living in their own homes (33%), and 
financial stability (21%). Only 12% wanted to pursue 
educational goals, while 9% wanted to be married and 6% 
wanted to have a baby in a year.
For Question #5, 27% could always count on the men 
in their lives to understand them; and 27% could always
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count on friends and relatives. Eighteen percent counted 
on themselves; 14% relied on God, and 9% had no one. Lastly
5% named their case managers at the shelter.
Question #6 was answered by the non-study group as 
follows. Sixty-four precent of the non-study subjects wanted 
to help others by showing concern; 23% thought that 
improving oneself would help others and 9% did not respond; 
5% wanted to be good for their children.
Summary
Presented in Chapter IV was a description of the sample 
of homeless adolescent girls who participated in the study. 
Analysis of the RSES scores of the study group were given. 
The null hypothesis, that there would be no significant 
difference in the mean self-esteem scores of the subjects
before and after a one-month intervention of an
interdisciplinary team at the homeless shelter, was not 
rejected. A descriptive analysis of the study group's 
responses to the open-ended questions and rating of program 
components was given. Finally, a descriptive analysis 
comparing the responses of the study and non-study groups 
to the pre-test was given.
Chapter V 
The Outcomes
Low self-esteem has often been cited as a 
characteristic of homeless adolescents (Feitel et al., 
1992; Janus et al., 1987; Mouzakitis, 1984; Sherman, 1992) 
Raising a youth's sense of self-worth by providing an 
atmosphere of acceptance and respect has been suggested, 
in the realm of education, to be a way to empower the 
children of powerless groups (Studskill, 1985). Since 
powerlessness has been reported to be a health risk 
(Wallerstein, 1992), a program to empower homeless youth 
may have far-reaching benefits for their health and 
well-being.
Covenant House International has been in existence 
for over 20 years in the United States and Central America 
to provide shelter to homeless children and adolescents, 
and to impart to them the message that they are valued 
and worthy of respect. In this study, the researcher 
examined the effects of the interventions of an 
interdisciplinary team at Covenant House New Orleans on 
the self-esteem of adolescent homeless girls. Orem's 
Self-Care Deficit Theory (1991) provided a theoretical 
framework. A quasi-experimental, pre-post test design
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was used to obtain the data. Data were collected at intake 
and again after a thirty day stay in the shelter's voluntary 
program. The Rosenberg Self-Esteem Scale (RSES) was used 
in the pre- and post-test measurements, along with a 
researcher-designed demographic sheet and open-ended 
questions about self concepts. In the post-test, subjects 
rated components of the Covenant House program as to their 
helpfulness. RSES data were analyzed using the dependent 
t-test. Other data were analyzed descriptively. This 
chapter presents the interpretation of the study, including 
summary of findings, discussion, conclusions, implications 
and recommendations.
Summary of Findings
The sample (N=18) consisted of homeless adolescent 
girls between the ages of 18 to 21 years, who requested 
shelter at Covenant House New Orleans between March and 
June of 1994, and who remained in the shelter for 30 days. 
The subjects had been homeless an average of 19 months, 
and had an average of 1.1 children.
The null hypothesis was that there would be no 
significant difference in the mean self-esteem scores of 
the subjects before and after a one-month intervention 
of the interdisciplinary team. The mean pre-test RSES score 
was 29.39 while the mean post-test score was 30.56. These 
scores were analyzed using a dependent t test. Since jt(18)= 
-1.21, p= .12, the null hypothesis failed to be rejected.
A descriptive analysis comparing the pre- and post-test
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responses of the subjects to the open-ended questions
indicated an improvement in self-concept, a shift in focus
from family to self in understanding their problems, and 
an increased ability to rely on family and friends for
a network of social support.
An analysis of program rating responses indicated 
that the four programs receiving an equal "highest" rating 
(67%) for being greatly helpful were the Intake Process, 
Health Services, Case Management and Individual Counseling.
A descriptive analysis comparing the pre-test RSES 
scores and open-ended question responses of the study group 
(N=18) and a non-study group (N=22, took pre-test only) 
indicated that the non-study group had lower average 
self-esteem scores, saw homelessness as their main problem, 
and sought short term solutions for their problem of 
homelessness. The non-study group had fewer who scored 
in the high self-esteem range (39%), and were more likely 
to become pregnant. Nearly half did not know if they were 
currently pregnant.
Discussion
The findings of this study can be neither supported 
nor refuted as no prior research has explored self-esteem 
in homeless females residing in a shelter. However, Feitel, 
et al. (1992) have explored emotional disorders as health 
problems which established the basis for understanding 
factors which contribute to the homeless adolescents' low 
self-esteem. In a study of homeless adolescents in New
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York shelters, she found that emotional disorders accounted 
for many of their problems, that "90 percent fulfilled 
a DSM-III-R criteria" (p.155), and the majority had feelings 
of worthlessness.
Other researchers also contributed to issues related 
to the dilemmas of adolescent homelessness and health. 
Mouzakitis (1984) explored the different characteristics 
of chronically and episodically abused adolescents. He 
found that chronically abused were less able to develop 
a sense of self-worth than the former group, and had a 
multitude of developmental problems. Janus et al. (1987) 
explored victimization in adolescent male runaways in a 
Canadian homeless shelter, and found that low self-image 
was one common characteristic. Sherman's (1992) study 
of health needs of homeless youth in San Francisco found 
that the group exhibited a greater number of physical and 
psychological problems than adolescents of the general 
population. Sherman's group felt sad and depressed most 
of the time. Wright (1989) found extensive physical and 
emotional problems suffered by all ages of homeless. He 
found homelessness itself to be the reason for the lack 
of health.
Since none of these previously mentioned studies of 
homeless adolescents addressed the findings of this study, 
the researcher posited the following explanations for the 
high to normal self-esteem scores upon entrance into the 
New Orleans homeless shelter, and the insignificant
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improvement in self-esteem scores after the month in the 
shelter's intervention program. Teen mothers in New Orleans 
are eligible to receive financial support in terms of public 
housing, health care benefits (Medicaid), nutritional 
services, (W.I.C. and food stamps) as well as direct 
financial assistance. Homeless non-mothers and males do 
not receive any of these benefits except food stamps.
Perhaps these financial support systems had psychological 
benefits which contributed to the higher self-esteem levels.
Interestingly, only one subject reported parenting 
as a problem and a significant number reported not knowing 
if they were pregnant. This finding may imply that they 
were not making a conscious effort to prevent pregnancy. 
Thus, parenting may have been perceived as a positive 
situation. This supposition in part supports Orem's theory 
in that the subjects may have been driven to be agents 
of self-care because of their responsibilities as parents 
(Orem, 1991). Neither pregnancy nor parenting issues were 
ever mentioned by previous researchers (Sherman, 1992; 
Feitel et al., 1992).
Another explanation for the high initial RSES scores 
is that the instrument has never been tested on homeless 
adolescents and that the scores may not have reflected 
accurate self-esteem appraisal for this population.
However, the RSES was designed for adolescents, tested 
on adolescents and found to be reliable for many different 
groups of adolescents (Rosenberg, 1985). Therefore the
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scores may have corresponded to the parenting factor which 
accounted for the high initial scores.
The researcher has considered that there may have 
been confounding factors which account for the non­
significant improvement in subjects' RSES scores during 
participation in the shelter's program. There are negative 
aspects of living in a common environment as in a homeless 
shelter, such as exposure to other homeless adolescent 
boys and girls, curfews, and a daily structure which 
requires compliance. These rules for order may have been 
seen as barriers to self-care in that personal choices 
in some instances could not be honored by the shelter (Orem, 
1991 ) .
Additionally, the small sample size, and the length 
of time for interventions may have contributed to 
non-significant findings. Since the average length of 
stay at the shelter was 17 days, many adolescents left 
prior to completing the month long program. Moreover, 
allotting a longer time for interventions than one month 
could have strengthened the improvements in self-esteem.
This supposition has been supported by experts in 
developmental and clinical psychology ( A. Fick, personal 
communication, June 28, 1994; P. Zeanah, personal 
communication, November, 1993).
Aside from the RSES, the subjects exhibited positive 
changes in self-concept as reflected by their answers to 
the open-ended questions. Their stated self-concepts
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improved positively after the interventions from 61% to 
78%. This trend is noteworthy and may reflect the true 
impact of the program. Again, sample size may have been 
responsible for these perceptions failing to be reflective 
as significant.
Other responses showed a shift away from the homeless 
adolescents seeing their families and children as their 
biggest problems to the identification of the need to find 
a means to support themselves and to gain maturity. This 
finding implies a movement toward empowerment and taking 
control: toward self-care (Orem, 1991).
With regard to the question of support systems, the 
subjects indicated an increased ability to view their 
families and relatives as resources for themselves after 
the interventions. The researcher interpreted these 
positive changes as resulting from the partially- 
compensatory (Orem, 1991) interventions of the 
interdisciplinary team aimed at empowering the subjects 
through imparting the necessary knowledge, skills and 
self-awareness to increase their self-esteem.
In determining which programs were most helpful, the 
researcher viewed the 4 program components of choice as 
models which assessed, assisted, educated and guided the 
subjects self-care. Orem's (1991) methods of assisting 
were directly correlated to the services obtained by the 
subjects during the intake process, health assessment and 
nursing interventions, case management and individual
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counseling. These four interventions capitalized on the 
teams' and Orem's most powerful instrument: relationship.
The researcher concluded that because these relationships 
existed, that progress was seen, and more progress could 
be anticipated if a longer relationship were studied.
Conversely, the four components of the program which 
were the least utilized by the subjects and seen as least 
helpful were the ones which addressed issues that were 
not perceived as problems. For instance, CHAMP addressed 
substance abuse, which was not an issue of the group; 
"Foggin" addressed parenting problems, again not cited 
as a problem. HIV classes and G.E.D. classes may have 
been under utilized because of conflicts in work or outside 
school scheduling. Education was high on the list of goals 
for the subjects and many may have already established 
these programs outside of Covenant House.
Lastly, the findings about the non-study group warrant 
some consideration. Sherman (1992) found that many homeless 
youth in San Fransisco sought episodic care only once at 
the clinics studied, but never returned for a full 
assessment. The group who never returned could not be 
included in her study. Yet, she wondered if these elusive 
street youth may have provided a more complete picture 
of the health needs of her population.
This researcher also believed that the youth who 
accessed Covenant House shelter services briefly were 
representative of the sub-set of homeless youth who were
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in need of assistance and yet less likely to access this 
help on their own. Perhaps their level of required care 
was more compensatory than normally addressed at the 
shelter. While the reasons for early departure remained 
speculative, the implications for care were obvious. These 
implications are addressed in a later section.
Conclusions
Based on the RSES pre- and post-test scores, the 
hypothesis that the interventions of the Covenant House 
team would significantly raise the level of self-esteem 
was not supported. However, there were other indications 
that improvements in self-concept and movement toward 
self-care were accomplished and that parenting issues may 
have played a role.
The researcher found that the program interventions 
which gave the subjects intensive one-on-one attention 
received the highest ratings in terms of helpfulness, and 
these were most reflective of self-care/empowerment models. 
Additionally, the group who began the program and dropped 
out during the study (N=22), demonstrated characteristics 
which indicated a need for continued services. Overall, 
the positive changes within the subjects and their 
evaluation of the program indicate that Covenant House 
interventions made a contribution in the subjects' growth 
toward self-care and self-esteem.
Implications for Nursing
Homeless shelters in general, and adolescent homeless
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shelters specifically, are home to an underserved and 
growing population in the United States. Family Nurse 
Practitioners' services will continue to be sought in order 
to address the health concerns of this group which has 
been seen to have a multitude of social, emotional and 
physical problems (Wright, 1989; Sherman, 1992; Janus et 
al., 1987; Feitel et al., 1992; Mouzakitis, 1984). Because 
Health Service is a component of the total services offered 
at these shelters, FNP's and other members of the 
intervention team need to develop a collective understanding 
of their clients' total needs and a unified approach to 
helpful interventions. Otherwise, the good intentions 
of the individual team members may cancel out the overall 
purposes of the interdisciplinary team intervention program.
Outreach and after-care programs need to address the 
population of homeless youth who do not stay at the shelter- 
level of care. This sub-group may indeed be the most 
difficult to assist, and yet the most in need of assistance. 
Health Services outside of the shelter, staffed by FNP's 
would be a better way to provide ongoing care for this 
group.
Self-Esteem in homeless adolescent females may be 
difficult to measure but is nonetheless a factor in how 
these young women move from one level of self-care to 
another. FNP's working with this population should be 
aware of the importance of relationships in therapeutic 
interventions with these clients. Good health care
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delivered in a manner that empowers the individual is a 
system that embodies Orem's method of assisting. 
Recommendations for Future Study
Based on the findings of this study, the following 
recommendations are made for future research.
1. Replication of the study utilizing a different 
measurement tool for self-esteem, a larger sample, and 
over an extended period of time.
2. Conduction of a study to relate FNP interventions 
to self-care empowerment, in the realm of health issues 
in the adolescent homeless population,
3. Incorporation of an outreach component into Covenant 
House's shelter program.
Summary
Presented in Chapter V was the discussion of the 
outcomes of this assessment of self-esteem of homeless 
adolescents before and after a 30 day program of 
interventions by the interdisciplinary team of Covenant 
House New Orleans. Also presented were a summary of 
additional findings about self-concept changes, and group 
differences between the study subjects who completed the 
program and the subjects who left prior to completion.
In addition was a discussion of the program components 
rated most helpful by the subjects. Finally, a discussion 
of the implications of the study for nurse practitioners, 
and recommendations for further research were given.
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Appendix C 
COVER AND CONSENT LETTER
I am Pat Gootee, a registered nurse and part of the Covenant 
House Team. On the next page are questions that ask about how 
you see yourself. The answers give me an idea about some of 
your needs. You are not required to participate in order for 
you to stay at Covenant House. Your care will not be affected 
in any way if you chose not to complete this questionnaire.
You may withdraw your assistance at any time. I also will ask 
you to complete a second questionnaire at a later date.
The information in these questionnaires is confidential 
and will be a part of your medical file in Health Services. 
Additionally any information helpful to improving the care we 
give to you will be compiled as group data thus preserving 
confidentiality.
Because this information is vital to us who care about you,
I would appreciate your assistance.







PLEASE CHECK THE WORD THAT BEST DESCRIBES YOUR FEELINGS.
1. On the whole, I am satisfied 
with myself.
2. At times I think I am no good 
at all.
3. I have a lot of good qualities.
4. I am able to do things as well 
as most other people.
I feel I do not have much to 
be proud of.
6. I certainly feel useless at 
times.
7. I feel that I'm a person of 
worth, at least on an equal 
plane with others.
8. I wish I could have more 
respect for myself.
All in all I am inclined to feel 
that I'm a failure.
10. I take positive attitude toward 
myself.









Please complete the following sentences.
1 . I am _____  years of age.
2- I have ____ ^ children.
3. I (am) f (am not) ____ , (not sure) ____ , pregnant
now.
4. This is my _______(number) time(s) coming to Covenant House
5. I have been on my own ___________________  (How long? Years?
Months? Weeks? Days?)
6. The word(s ) that best describes me is(are)
7. I feel best about myself when
8. I think my biggest problem in life is
9. A year from now I would like to be
10. The person I can always count on to understand me is













6. Life Skills Classes
7. GED Classes











Little Somewhat Greatly Didn't
Participate
Comments and/or suggestions for improvement in services are welcomed here. (Use back if 
necessary)
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.DIVISION OF NURSING, GRADUATE PROGRAM
Completion of Research Components
student; t€ .rO
Admission date: 8/23/93 Graduation date : 8/01/94
Nursing major:_________________________________________
Research problem (list variables & population):
THE EFFECT OF INTERDISCIPLINARY INTERVENTIONS ON 
EMPOWERMENT OF HOMELESS ADOLESCENT GIRLS_________
Graduate research committee (signatures):
chairoersan duA:iûtJ
member_______
memb e r______ \ ,
(date/initials) 
Approval of topic/problem (committee): */ ^ 3
Defense of proposal (committee):
Approval of Institutional Review Board:
Defense of thesis (committee):___________ ________________
Approval of completed thesis (chair): ________________
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7-90/Graduate Faculty
